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ABSTRACT 

The purpose of this booklet is to provide answers to 
basic questions about the Medicaid Early and Periodic Screening 
Diagnosis, and Treatment (EPSDT) program. The first section argues 
that the need for EPSDT is evidenced in statistics on the health 
status of needy children. Provision of health care for many needy 
children depends on their elegibilitv for Medicaid: hcwever. Medicaid, 
is not available to all disadvantaged children in need of health 
services. Section Two argues that because its mandate covers all 
eligible poor children, the EPSDT program is able to meet the health 
needs of all youth from low income families.' The program status, 
screening effectiveness, program design, inter-agency relationships 
and related benefits of the proaram are discussed. Section Three 
explores aspects of program implementation including states' roles, 
cost and quality of EPSDT services, and program administration- 
Section Four briefly overviews program eligibi ity, confidentiality 
of records, and client's choice of service provider. The final 
section summarizes EPSDT experiences in attempting to provide health 
services and lists problems likely to be faced by any comprehensive 
health care program. (Author/RH) 
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FOREWORD 



^^^^^^^ 

pected to serve mHli^a f r^ion ol the more than $10 

nosis and treatment-will tave .^.^:Tl mion . E psDT-eliglble 
niflcant portion of the ^TJ^^^ 
Chilton. In the process, f^OT has made s«nn^ R ^ 

prehensive health care system. 

yet, even with implemenUtion under way tajjUta* 

(Arizona has no M^ c »'VaSary^W An effective one? 

SSSiSf: 2251.5 to the puhlic, 

This paper is an attempt to ^*^Kw$£*£ 
tion of those who have ™^ * an" the problems it 
problems **]>r^*^^?X£™l^«™ that must be 

^^finTshap. of National Health Insurance. 
It is in that spirit that this publication is presented. % . , » f 



M. KEITH WEIKEL, PhD 
Associate Administrator *l 

(Medicaid) ' 
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I Needy Children and the Health Care 
; i System 

The need for EPSDTIs clear from the statistics on the health status 
of needy children. It is a story that has been told in great detail many 

2 the past decade, from ^^^S^XA^Z 
nal and Child Health' that resulted Recreation o^Wtothe 
November 1976 report by the Office of Child Health Affairs (OCHA). 
The £ta* mffer, but in 1976, just as in 1966, the available facts 
mite the same case: that needy children suffer dispropo^onately 
from ill health and yet lack the necessary treatment. The OCHA 
reported, among pther things, that poor children: 

' — suffer 23% more Rearing impairment 

- do not grow as tall as other children 

- are more likely to have low hemoglobin values during their 

- Buffer a^gh^ncidence of impetigo, gastrointestinal diseases, 
parasitic diseases, and urinary tract infections, and thosein ur- 
ban areas are more often the victims of lead pamt poisoning, 
and insect and rodent bites 

Amon* minority children, the conditions of* ill health were found to 
U Other studies in recent years have made some 
S?hVsame points: the National Nutrition Survey, the reports .of 
NatoT^nter f o - Health Statistics (NCHS), and local studies' all 

Prom the Health I^>™»~ 

^M^ta.** stays, more days in bed, and more i days Jost 
from school than children who are not poor, as^well as more impair- 
ment frpm chronic disease. 

Because BPSDT is a program exclusively for needy children, it can be 
e^tedt f ind these same thing^and it does. Among the 
screened through the program, 45% require follow-up reforms for 
an average of over twc conditions: 

— 50% are found to be inadequately immunized 

— 25% are found to have severe dental problems 



— 10% have vision problems 

— 12% have low hemoglobins 

— 8% suffer from upper-respiratory problems 

— 7% suffer from genitourinary infections 

— 9% in urban areas have elevated blood lead levels . 

— 8% have hearing problems 4 

Detailed statistical reports from the States show that roughly 60% of 
the screening referrals were for conditions other than vision, hear- 
ing, dental, and lead poisoning problems* Children with previously 
undetected conditions as severe as cancer, epilepsy, andwngenital 
defects are coming' to medical attention through EPSDT and are 
being started on their way to treatment EPSDT, by offering care 
that is not readily available to poor children, is identifying condi- 
tions not being detected otherwise. 

Some needy children simply are not getting any health care and 
others are not getting adequate care. Medical professionals them- 
selves are learning from EPSDT that even children under a physi- 
cian's care sometimes have undetected conditions iri need ol tre*v 
ment. In Baltimore, for example, physicians from the University of 
Maryland became involved in a project to screen children living close 
to the University who had been using its health facilities. Among the 
361 children screened, 885 had a total of 881 referrable conditions. 
^Physicians in the project found this a " . . . profound experience in « 
preventive medicine. Not one of these conditions would otherwise 
have been recognized so early in its course for these children. " 

Specially monitored EPSDT demonstration projects found that 
" fewer than 1% of the 7,'426 children screened had hada previous ex- 
amiftation comparable to what is called for by the EPSDT program. 
Sixty to 80% of the health problems found in these children were pre- 
viously unknown and untreated, even though 80% were considered to 
be chronic. 8 

' Medical practitioners themselves provide part of the answer to why 
this should be so. Dr. Phillip Porter, who treats needy children in 
Cambridge, Massachusetts, observes that such children, were being 
treated only for presenting symptoms and injuries before they Were 
enrolled in his clinic. Periodic lead poisoning testing, auditory and 
visual screening, hematocrits, physical examinations, and develop- 
mental assessments had never been done. The services necessary to 
carry out these tests were not available in the facilities to which the 
children had access. 9 
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Education, makes a similar observation:, 

''Generally medicine has seemed to look only at tlie presenUng 
*W beautv of BPSDT is that tt examines, searches, 
SlTp^K^Srop^ get at tha.vi.lb>, tip of 

^the problem." 10 

Dr -Effie Ellis, member of the American Medical 

SmS Siality of Life Committee and CJo-Director of the Quality of 

SfSS t »* if the health ^Z^lZ^t^ 
available to the poor really assessed ^^^ a ^f tU8 
responded to the conditions being found-as EPSDT does. 



Impact of Medicaid Eligibility 

For many needy children getting care at all depends on their 

, «o-*?«,iUrlv scarce it has been estimated that only 

cal resources are particularly scarce, u, uw> » FPSDT went 

^ £ta States only minimum of required services. 

preventive,-medical contacts. 13 
" FY M75 Medicaid data BUffljest that many Medlcrid^ible^ildren 

SLnitLed^Since routine examinations of infants account for a 



The „.tchwo,k of o^rMj^JXZl^^ 

^WJK^ftW^-^- ..... 

tidpating « "**?in P w^nvttle and New Oriean.) it is still 
• -<Raletgh, Jackson, Mobile, J^° n ™£ * Medicaid patients." Just 
common for phyjicUn. to rrfu« " "We ^ h . 

. 41%-ofdentl.t.wmseoMcdicaidp^enU.tw su fflclent 

overeatimationa. since a ^««nlrticlwtinf." For poor ?eople, 
tor a provider, to be counted aa . ( a. the re- 

' Most middle-dae. ^^^^TZt^. 

. their own "follower J?»^33fcr & «• *• tbe 
health system works and have .s™" r, ^r often i .dtcara.donot 
moat part,<*b ien<* true ^ , 
underaWhow to make the »y*?»^ h f *" „ d ^edthe support of 
. periencee in their attempts toge' ^ c^e andne t ^ ^ 

othersto try to use , it Xre ^£.ible, and.upportthe 

people go without care until » crisis occurs. . 

11 «j !« mm suonort services are proving to be 
For the poor enrolled in ^ exceptionally low in 

critical. Two Texas counties which "J ^ {ective .fter a 

enrolling eligible children became . tjort * h ^™ t&ct8 with 
transportation service was put in place Ferso 
outreach workers were responsible for South 
during a three-year period » >™J™" chU dren. aees Its 
Carolina, which has enroled f j" 1 ?**^ Xction pAgram 
transportation contract wit* the .local %™^* n In Maine 1200 , . 

» 8 a major factor in its hl s*'^^Xneriod. With personal con- 
people werewnt^over^hree^nth^.^^ . 

tacts, only 1% refused E ^ a "^ceVefusals jumped to 15% .» A 
availability of doctors or a way to pay the Bills. 



ERIC 8 



• / 

/ 

/ 



II. EPSDT May Be the Answer 

- « 

Given the unmet needs of many poor children and the'fa&ure of the 
e^X sysSem to respond, clearly something different ™st done 
to improve the health of this vulnerable group. No other Pederjl 
effort has been able to provide in a single program what neejiy 

chiSe^^ * 
\ to requir edis a program that will take responsibility for reaching the 
] chuieMor e^iaSing to their parents why health" care can make a 
Xence befwe there is a crisis, for making no assumptions about 
caretheymitftbegettingelsewhe^ 

oftoe sVstem to work together to see that treatment is provided 
when needed. * 

EPSDT weening may be the first *^Jffi&ffi^ 
m.nv needv children have had stsce.blrtli, and EFSUi » we iirsi , 
pr^am^Xto take s*p. to see that they the^o.i^and 

treatment that the findings of the «^»««<> B # !£mmESE£1 
it itata tomther for the first t me a mandate to find all eligible poor 
lhiltonTn«d of care, the responsibility to mate the Aedical care 
svZn respond to the needs of those children, and the MedeaiddoW 
liTw pay for the service. Norther program is so far reaching. 

« ■ 

The Status of EPSDT 

In the four years since EPSDT got under way in 1972, some ^ miUion 
health screeWexaminations have been P**""^*^ 
eligible needy children. In the early years of the program when few 
' Xs had b*U to implement ^ law the number of screenings an- 
nuallv was measured in the hundreds of thousands. By FY 1976, l.»o 
miUion™ling examinations were being performed across the 
And, with aprogram operating in every State bu one there 
will be arf estimated 2.26 million screening examinations in FY 1977. 

This lever of program growth, however, reflects only a small part of 
mat A since%cfeening is only the entry*oint to the 
Z^ZLtoAtU children to the screening centers involves the 
SSStte^ a wide range of outreach, transportation and other 
' h^Kp^ ^ces, as well as the cooperation of medical care 
resources On^ childrei are screened there is all the activity that 
5X3rom Referrals for diagnosis and, where needed, for treat- 
menrunderstood in those terms 7.25 million scre«ning examinations 
in five years will represent no small accomplishment. 
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This is a mUed i^ however, on two counts The first *• 

her of children eligible for ita servicevfldwever, because P»™n»s 

• Si not to take advantage of fttfit '"^pSOT « any . 

never be assumed that all tta^ehildren eligible for EPSDT at any 

, ij i i„„„»^thitnotallofthell.6millionEPSDteligible 

services, and that roughly ^ ™"j? ftt " ,„ ™ 1OT8 were 
reasons In this context, tlien. EPSDT programs in FY WW were 
• ^^approximately 80% of the Urget population natwnally. 

Th. «.t,ml volume of • EPSDT activity is largely a function of/ 
, ^teCeresUnTe program. This is ^llillT^^ 

the othtf hand, -New York has only reached ,14% and JWW^J 
hovers near the bottom of the list with less than 3% of engjow 
dUUta trolled. Because these two Stat^New York :u+ Oritt* 
. *«• oft«, nf the eligible children in the nation, tneir 

' el faS. f children coming through the programs-early, another 625,000 
children wbuld be added to the program each year. 

EPSDT has been underway long enough now to be able to . judge its 
P^erformance in terms of more than numbers enrolled. Sinwmore 
52 ES the children screened are founds *^£XZ£ 
j t. A .t m *nt 1*7 States reoorted from 70% to 95*), reierrais are 
alao prW ^^s^lftant than was originally expected. A 

o 6 . 
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tetent study in 8 States*nd<me jurisdiction regaled that 78% > of -the 
JnUWo und to have p^Sem(8) react* treatment M «t w 
owMemlm* 72% for Jll problems found, These 9 junctions sur- 
VSt^nZo^nlm^ IM deluded 44% of the program- 
'eligible c^ldWSn the jUnited States." • 

Even moreiimificantiy, the problems found arebeing corrected. For 
'SSS?fe^5^n of referrals for treatment from , 
I Waning Cped from 62% to 49% . According to the Michigan , 
Sr^thouS moretime is needed before conclusions can be 
dSSn' at this point it appears t«st EPSDT is a wise investment f i- 
tSSiS and £ weffectto intervention in conditions that in many 
cX Z^^wiw result ^irretrievable health impairment and 
suffering for many young people."* 5 

Similarly, parents otneedy children are becoming convinced of the 
woffam's value. In'Maine, 88% are making appointments for the 
r^eening exabinatiois as they come through W 
Tn Pennsylvania, 86% of the retfereening appointments are being 
ieptTSe "States studied, the show rate for treatment re. 
fleeted atogh degree.of parental interest." 

With time and program growth,.many of the States are changing 
S£ p^al toXt realities of their experience. M^nesota 
Jstoed EPSDT health district coordinators to cover the State; 
TexaT Washinrton and Vermont, have hired additional outreach 
wXrs^emlain the program to eligible families and to provide 
-CtfS educX for them; Colorado is* planning total program 
* raonmnMton for increased effectiveness; and several States have 
S^ok^tnew arrangements for the involvement ofa mU of 
^fc and private care providere. The next year or two 
.fee some importantshifts in arrangements «^ 
resources basfed^thi* experience; 1*™W'£Z*? the 
: Suites an atmosphere of exploration, momentum, and growth. 

• ..." *, ' ' ' \ ' ■ 

~- $he Effectiveness of Screening 

* » 

EPSDT is demon.tr.ting the value of screening when inco^orat^ 
into the total health care process. The ttae of screening for the pre- 
™ti«anddSnof child health nroblems has long been an ac- 
Ztea part of medical practice, and over the paat 60 year, criteria 
to^^ofaieening have been developed. Screening received 
official Stton aa national policy in 1936 in the Title V wct.cn of 



the Soeiil S«urity Aetiwhich established the Crippled CMldrena * 
program to extend and improve programs: 

. . far locating. . . . chUdren -ho »« . eri»led or who ere 
suffering from condition, which lead to crippling ... , . 

^To identify such" children,- some type of screening *» ne«ed. " 
bL.«m the nroaram was never funded sufficiently to permit States 
out itXoao^ale, StateB iimited thrive, to developmg 
'4gtoffiVf crippled chilton. Nonetheless the over. 1 goal afWto 
V to "oromote "the health of mothers and chiloren, was always . 

fi f.rs*eninir for two purposes-^well cnild care and tne a f™°f£^ " 
5S*UM fjstijea-became part of Fe 4 eral cMOealth ^ 

policy through Title V." v ; ' • . . • ' • 

Ove/the years, however, the limiteTavail ability of Title V services, 

JL infal^ r^ted in there being no broad agreement on the . 
need for screening as a regular part of care. » 

In Canada where a full health. insurance system is , 
• and ever^ZTto L years for otherwise asymptomatic .»■ . 

. ...... « MA* / • i 



divWuals."; 



' many needy children will be assessed. 

X« hundred «d ninety "exoerts-^alf of whom were clmlctan. 



. . 1# - «,v nm ™ e academicians-were 86% in agreement on the 
itantial agreement. 31 . * 

^^^^'^^^^^ 

been predteted from whet to ™»^™?"r ' °™ tlo] . to (tote also 
^''^^yJiXr^T^^^ p.oblem.. 



\ 



conditions. 



* u i. tno earlv to assess the final impact of 
tion.. While; the .-«egr.mj affiheromber of ehttdren 

^r^f EMOTw llonlybe possible u the progr«iS,1)e~in» , 
evaluation ol bjwj wiu J~»~ -i.u.dv taking steps to do 

of how well the program is achieving its goals. 
The Design of EPSDT 

from State to State and latitude so oro»u vu a . h 

optional Memcaid treaty 

otherwise covered for all WeiM «« mm " ^ d . 

This has resulted in a program of uneven gWJ2£ in enll8t . 
ministrators support the concept ^and have been aggrew 
ingthe support of the, 

working, it is generating «™2Iwh22to is litfle support for. 
viders, and the community at large^ ^^a^inWatowto take 
the idea or a reluctant o^^^ 

ttpthech support services 
to treatment remain unwtw^ory, wlatloll9 , m ight be ex, 
are poor, enrollment Ago ^ "^JJJ authority is limited by law to 
pected in any progr»m in _ which **^7adminiatrative and 
the setting" of minimal ^•^J^^lT^ However, 
programmatic components are left largely to eacn 
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c^tiwuf an acceptable screening procedure have been universally 
SS^dS virtually .11 State.' screening packages include 
review, of health history; immunisation status; dental, Rearing vi- 
.ion, and developmental assessments; an » 
amination; necessary laboratory procedures, and tests w sWdeceU, 
Sid levels, and parasite examination, where they may be relevant. 

States are urged to use the advice of relevant professional groups, 
buftb«rar^ermitted to define their own periodicity scheduler 
M^ve^fflrome «rtat of th.full •^"^S^fte 
AeAmerlean Academy of Pediatrics." States are also urged to offer 
support anToutroach service, in addition to the minimal require- 
menu "orwttfyfng eligible familiea of the.service and helping them 
Z?K ThXrently proposed EPSDT revised penalty regulations re- 
qulispedfic actioL ofSUtes in support of service del.very. * 

Although EPSDT is administratively linked .to! State wett are depart- 
ments and most EPSDT eligible, are APM ««'pienU, KOTT 
health services are actually carried out by health, not welfare, 
nrotaelottals Eight StiSeo rely entirely on private physwians for 
S£nffiwe^t&m«t u"der EPSDT. Twenty mo States use 
a^nTx of health department facilities, special screening , ellnw, and 
orWate physicians to carry odt their programs. Twenty4hree Statea 
have urmnd contracts with State and local health departments to 
X^UnTscrLing portion of the program. Whether i .relteson 
thTorivate or the public health sector or a mix of the two,to carry 
cut it mandate, EPSDT has had to use existing mescal cjre 
Purees in new way. that make them more respon.ive to the 
problems of needy children. 

States have always been urged to use ^^^Z^^JS^^t 
whenever possible and programs are not permitted to consist just of 
screening However, preventive screening procedures were a new ele. 

critical difference. Where there were ^^gSSS^£^ 
out the screening, or where a scarcity of M«J«« ^fjSS 
resources made using them for screening seem inefficient, special 
sSvi™ riXXm developed. In the process, EPSDT has broadened 
tteTe of specially trained physician extenders tocarry out many of 
the screening.procedures and has facilitated the cooperation of 
physicians and other kinds of health prof essionals\ 
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health rare of comparable g»»** Tto\001ow.income infant, 
oa.comp.rt.onofthe quditjr ^^^"ue given to 100 rnlddle-in- 
by .pediatric nractioner. performed, a. 

come inf anta by I««» tri « il "'^ e J"^ t Se Medoi teit.. and their 
well a. the P^» tri «'»™i n t ^fC r ^We4 »'.n another study, 

in an acute care clinic." 

EPSDT i. not only ^^Z^^^^ 
profe.sion.18 at a time when ^J^^SI qusU ty care can be 



not existed before. 



Inter-agency Relationships 



THeexistenceofEPSDTas^ 

forms of delivering child health services^ ui ^AMB^gm in 

welfare programs admi resui ^ another . 
the ways that federal programs f « «JgJV£ * latlong to make 
Sate Medicaid agencies are Wv*W***£^ Health se r . , 
m^mumuseofTitleVpr^ 

vice (PHSMor example ,th '^^^^^Vnmt^ 
and Youth Projects, * n . d ^ e ^ a result, in some 

in the delivery of ^^^XJ^these programs and the 
States agreements have beer maoV "f^Tlifi heaUh C " 8 
local Medicaid agency for the use o * Jitte^M In many 

resources in delivering w "S^JS£Sm^ policies and the 

, States, however, ^jf^M ^^^^ coopera * 
Bcope of services that are pwvi«ttnave ^ phy8lc i a ns par- 

tion difficult. In one state, which «£es on J J ^ q£ ^ 

ticipating in Medica d ^ are Medicaid eligi- 

the chilo>en seen in the nftidt^or by Medicaid because of a state 
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To promote better coordination between federally*ponsored child 
health program^, teams from the Office of Maternal and Child 
Health and EPSDT have been visiting States.to promote agreements 
between the appropriate SUte agencies. A conference on Title V and 
BPSDT programs was held in January by the University of 
Michigan School of Public Health, and a joint issuance on appropri- 
ate and effective cooperative arrangements in the delivery of BPSDT 
services is being developed. In addition proposed new penalty 
regulations, recommendations for ^positive incentives" to the States 
to improve their.programs, and State program improvement plans all 
emphasise the use of comprehensive care f£^»£Sf^S 
those under Title V and other agencies of the PHS. Still, with 
cooperative arrangements with all child health programs under the 
PHS, the full service capacity of these programs will be limited to 
less than 3 million children—and these are programs which are 
already heavily utilised by needy children including many who are 
'not eligible for Medicaid. ' . ^ 

In a similar fashion, agreements have been signed with the Head 
Start program under the Office of Child Development (OCD). Head 
Start programs serve many Medicaid-eligible children, and often 
have active outreach components. Although not usually thoutfit of as 
health programs, Head Start programs are required to provide or ar- 
range for health services for the children they serve, including 
follow-up and support services much like those required under 
EPSDT To facilitate the coordination of efforts and avoid duplica- 
tion, a demonstration project involving 200 Head Start projects and 
EPSDT services was funded and has recently been completed. Tne 
Office of Child Development subsequently made grant money 
directlv available to support Head Start Coordinators who work in 
wwd State capitals and whose job it is to link their projects more 
effectively with EPSDT programs. 

A more effective relationship between EPSDT programs and public 
schools has been actively pursued because of the obvious advantage 
of reaching eligible children, especially older children There are out- 
standing examples, most notably in New Orleans and Philadelphia, 
of how case-f inding, screening, referral and follow-up can be effec- 
tively coordinated in and through school settings. Also, linkages with 
services available under Title I of the Elementary and Secondary 
Education Act are being explored in some States. These relationships 
must be specifically explored in each locality, however, because ad- 
ministrative problems and confidentiality and reimbursement ar- 
rangements can be very complex. The health service capacity f,nd in- 
terest of local school systems in EPSDT varies widely. Further, in- 



cr-ain, emphasis ^^u^S^^ . 

Related Program Benefits 

f FPSDt has meant that new services are being pro- 
The existence of EPSDT ^ d lM8 ^e-as some 

, u .-a vmtucto now haw audtometric 
—Georgia, Pennsylvania and Kentucay n 

testing equipment -j.«»«i.« M staffed tar teams headed 

-Texas has V^^^S^S^^iA area. . 
, bydenti.toandworWngfuU t^»un« of{ering upsw 

-Vermont, Minnesota, an ' W^onsin ■ ^ etolebaais. 

l^XSaf ^X^ned are paying for the service 

introduced counting * adoiescents and families 
JrX^Pr^S^andiometer, are no. 

^l&entuehy have elements of quality control, 
~ and can "decertify" screening probers 

IIL Making the Program Work 
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cresting t usable reporting system havo been tasks yet to be com- 
pletely mtstered. * 

While BPSDT was never intended to be just a screening propim, the 
stat isticslvailable fr*m the program have sometimes given that fan. 
nressio? due largely to Medicaid's data and reporting problems. 
1 w£n EPSDT waf beginning, the screening component was recog- 

IS? moat eaailv be focused. That seemed a reasonable choice at the . 
™± # T?hSeTwweWtedto be moving directly to establish- 

MM S) that would collect and report all the EPSW propam data 
relfttini to diairaostic and treatment services. Since States have been 
wKabufh MMIS data capabilities, EPSDT has been left wkh 
only screening data and a need to answer charges that it was just a 
screening program." 

fefari I or State, health or welfare, has had a management 

■ e^7eCerve as many children as Hve in their 

m «mr » thev are eapable of serving, and = are not required to «eep 
rSTta way? thTwould link a variety of service, for each in- 
rf.nd Thus with or without MMIS, it was not surprising 
^t^rtMsho^dhave found the EPSDT management requirements 
difficult to meet. 

the worst of the difficulties are in the past. Twelve States JJ weoy 
tovc information systems with the capabil ty of_ «suring that the 
positive screening findings are referred for 
Soon he able to process the necessary records through the full deuv- 
r^oftreatment and through 

Carolina has developed a billing system *»S*T,lri^t WU As 

^ the«perience of a variety of models to choose from, the move 

ERIC i 8 



» 

♦riw*tt«r nmortins of EPSDT*elated services is expected to occur 
muctm*^ 

venous phsse? of establishing a management 

rnwrporate an BPSDT "module » full case management capability is 

no longer a distant possibility. 

eM^ilEt of the State.' P^^.iZS 
22 rely on public health departmente to » 

^"iiloWod in all States, especially for the ajemtU diagnoal. 
and treatment services. , 

States* Role in Implementation 

Thia .oattern of implementation serves to aid the integration of 
WtrXdf»re P M rvices that h.*t-t*£ 
.hlMmn are to set comprehenatve care. In part, thia lias Been possi 
Sift permitted the States wide latitude inthe 1m- 
plen^nWtS their programs. Federal W**^ J'XS&S. 

structu* of M will be, how public and private health care 
tSSSSS- b. .involved, and what the data collection and report- 
ing mechaniama for the program will be. 

Ideallv there should have been extensive Federal planning and 

St? ^zr£Z*£ttZZ& 

toweve? Has asfumed that adequate provider and management 

the management capabilities of many States. 

Given the flexibility permitted the States in their impleme^atior of 
Cw«Mnd the management capabilities that have had to be 

a> 
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developed in miny places, each State hat, In effect, ^me to own 

^mSS^-li^9Mm\ >e Michigan have develop^thelr 

owTlntornal management incentives to operate a tucceasful and 

wZnTa^pro^^ 

tween both the Medicaid agencies and the publl 

State and local levels. Both departments have been effectively in- 

vdved ^per^rmlnftprogram work ~^*V**»!gZ*Z 

to monitor their o™ and the other department's 

respect to EPSDT. In addition, Federal BPSDT staff is exploring 

ways to provide positive incentives to States." 

EPSDT«s experience in managing and reporting on ^ ouWee of 
its processes is providing invaluable experience for the tasktfiat lies 
IffiaTeveS bigger undertaking like National Health Insurance 
Is to be effectively managed. 

* 

The Coat and Quality of EPSDT Services 

FvMence of the program's cost-eff ectlveness Is already beginning to 

found that in one State the children served by the EPSDT program . 
. 56 percent fewer hospital days and 26 percent »«™ l^jn 
vWts (other than office visits) than those children not screened." 

In Portsmouth, Virginia, a °' EPSOT ^f "r^^tlot".^ 

dramatic results. Even with the added expense of transportation ana 

" ~^™Ss£eEPSDT.like serviceswere found to have Medicaid 
Zs^ere more than one-third lower than recipient, who used 
Medicaid but^ot the EPSDT-style services. The screened group also 
Sne* bird less time in the hospital than their unscreened coun- 
^arts,hadabout half as many physician visits, and drug cost, of 



about one-half. 4 ' 



Adults who receive far more Institutional care than children, have 
t^b^ Z^^iye recipients of Medicaid services- 
ow3m£ Medicaid Silt served v. under $200 per Meo^d chttd 
in FY^Mue In large part to long4erm care for the aged.«InPY 
1976 States carrying put active screening programs spent less than 
onl perS^eif Medicaid funds on EPSDT screening and/ad- 
mlnS 

and high enroirment rates,hasieenthe numbw of ch^ r^ng 
care under Medicaid go up by 77% between 1972-76. Expenditures for 
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tUt group ro« 18* . Wring th, same period. 

i» — • thU proportion u ,ow 

U%." 

while riding little* ^.^S'',™ Committee on 

assessment costs . ess than $80." 
By preventing a^teUln^^^ 



Administering EPSDT 



' Given the direct health statu, ^"^ffi^ 
children it serves, there is n* *^HhEV h«dth peliey. 

„ » health care program and m ^^^^ but need 

That it is not ta a ^-^^t^OTKtalta ^.nomdy: a 
not be part of Its future. E^OT began » ™ ^ mecn , n ism 
health delivery program attachedto £rel moor* ^ 
within the welfare syotem. Yet, ^™^°„Tf u nM ith c w in- 
such an administrative f^^^^«^ltu> another 
plications, it is by no means dear that moving nro 
.agency would be advantageous. 

Two misconception, accompany ^^^gSSffiL 
The first is that moving EPSDT would be lite moving a ^ 
.money represented by Medlca,d^m«t as hough Mem ^ ^ 
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but to what it has been charged to do within the avauawe resour 
and the existing h&alth services structure. 

EPSDT does face some special problems because it i^atedto the 
catewrically4)a8ed welfare system. That welfare system^ has not 
SSthc 'most hospitable climate for a program which active^. 
«Z1 21 i^vices and seeks to have their more widely used. Welfare 

„° r u^- nrm A to sion up for welfare, and generuiy weiiwe 

*£. W-Le-Vr haw m.ny people archiving 
^.«ult lT«l8o true that cooperation with other health care 
^ 1 wouid no doubt be improved if 
-hat it is-* health care delivery program. In term, of V«™™< 

EPSOT hVbeen a health program; ^S^S^AtiSmZ 
Kv health care prof eaeionala naing exieting health reeoureea— 

PHS and the Medical Service. A*£2^£2*5« ogC. 
pert of the Federal resource, available to assist State, ana progr«™ 
Serving the health need, of poor children. 

WWW » transfer of EPSDT and Medicaid to another agency would 
^vl X prXeS or result in a more effective program remta. an 

been "Health" activities, but remain inadequate. Further, the law 

-ibidiks simplification of bureaucratic requirements, more effi- 

personnel, and outsit the control of the, administering agencj, 
:» t- i A/sof s*t 



wherever it is located. 
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IV. EPSDT and the People It Serves 

Ultimately, a program must be jud^ by ita ability top^vid^a 
needed service to those who are entitled to it. If the *™T ran- 
^inRegion V are any indication, then, as the report of that 
Region's programs concludes: , 

«... the extremely positive feelings of clients* toward the 
program are not, to be discounted." 47 - 

The summary of that f eport notes: 

Stents who have been-through the P'^am stronglyadvocate 
case management. Many of them even feel tbatBPSDT should 
be required as a condition of eligibility (for AFDC)." 4 » 

For the most part, clients like the programbecause they are receiv- 
N a serrtce that was, not available to them before. Even to the 
seasoned eyes of an AAP representative: 

"There has been less duplication of services than was ejected; 
few screening exams are as comprehensive as the EFSm 
exam." 4 * 

The Recipient Subcommittee of the Blue Ribbon Tasl c Force for 
Evaluation of Medicaid in Texas unanimously recommended that 
« the EPSDT program should be expanded to cover all children 
from o^r Wi UeV Preventive health measure (sic), like ^oee pro- 

program , will improve 
children, aftd avoid the more expensive treatment when illness is 
neglected >n its early stage." 80 



Eligibility 



There:are,however,problems that ^ arise ^^Ple^B^ 
Flirihilitv for EPSDT depends in most States on eligibility ior 
K oenSL, and health care needs do not necessarily correBpond 
to welfare sratui. Estimates of yearly turnover ^ffU^^JW. 
?h^ Wn found to be as low as six percent of the population in 
l^^t^heen as much as 80% in some States at times In 
r«««I^i™t 94% of the AFDC families who were eligible for 
^^^otimX^ been on the rolls for more than two 
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years « A recent ttudy by New York City authorities also indicated 
that a majority of AFDC familiei were on the rolls for«n«tende^ 
periodof time." The 1^ ofthe. 
families studied were discontinued during that year." 

matever the numbers, however, for those families whose welfare 
eligibility lapses before their health care needs are met, the problem 
* is a serious one. Some children screened and diagnosed as having 
treatment needs may find their eligibility for Medicaid is gone before 
tne?r treatment is completed. EPSDT reconfirm. ^ ^ra^e 
continuous and comprehensive method of assuring the right to treat- 
ment forpeople whose incomes often vary widely from month to 



month. 



Confidentiality 



, . other questions have been raised concerning clients' records and 
^ J freedom of choice. Confidentiality requirements under ATOCand 
. Medicaid are not a barrier to providing services. Medicaid agencies 
may release names and health- data,toj>ther agencies providing ser- 
vices in BPSDT when the release of the information is directly con- 
nected with the administration of the program, eg., to providing 
medical and health-related support services. Parental consent must 
be-obtained, as in most matters concerning children. 

- The essence of a bank of health data has been a worry to some This 
problem is an inherent part of a modern, complex wciety,and is cw. 
-» tainly not confined to the EPSDT program. As with Medicaid data 
generally, most States seem to have > adequate 
dential data at present. However, this issue will wiw in ^ la^f 
context of a universal program under National Health Insurance, 
and* for adults .as well as children; 

r 

Freedom of Choice 

»•>. • » 
% The size and scale of the EPSDT program has raised wot^ques. 
tion in those areas where States have elected to provide the screening 
services exclusively through public health departments. Some physi- 
cians and those concerned with the issues impl ^l**"* 
government health programs have worried that EPSDT recipients 
wilUot have sufficient freedom of choice in health care providers. 
For poor people whose only previous choice has been to have no care 

* 
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1» BP8I»beo.«se 14 *»* recipient. may 

tathee«M,howe»er,th»t under ^^o^»» gome »•*«■.*> 
wek EPSDT wreeniiig tromfteip w« „° eeonomteat 

their effort, to orpjri" to fprowimtou. 

ing. 

children ere . dependent children » ♦^Sfcertiln ripon. 

where the parent.' ^ uc « ion n ^ 0 fV he EPSOT regul.- 

Integra to theprogram. The ^"^,»£^d^oftS. 
tlpn.onState.^fto8e^ng^rtWe^ce.^ 

P~«« ^tllff^EPSOT wl the purpose of the 
^ WSSSI*1S and the, understand it. 

.utilization of health care, not on "spoon-feeding peop 
needed medical care. 

* 

Vr The Bottom line 

problem. EPSDT face * w(tn the pro blem» of treating 
resource., of unwillingne. » to de u "» ■Sb&tT to recogntee the 
Medicaid children, »^^ w ^~d out of W 
*5 iKSn^Xio ^^ C the system that 
. t 2dpoo- lEbSK. pS. or try to improve the way it serves 
A them. , 

fp^DT is in the lives of individual needy 
%$&ZX?E^ -written hy the program, an 
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equally significant point may lie in *he lessons it is P'^ding. Far 
manvveswtheConra^ 

2£uds i£m i discussing flrst.whether, snd more recently how, 
82 UniSSsSes should adopt a national health insurance program. . 

how many of the lessons learned in other Western countries will 
prave Applicable to the United States. But since 1W5, when the 

* Medicaid and Medicare programs were enacted, we have had the op- 
Sty to learn what a limitedform of national healt^re rdm- 

• huraement would entail. With EPS&T in place,»wc are heginning^to 
SBomeSetroublesome details eboufchealth service deUvery as 
well Whether EPSDT remains as a program or not, the .issues itjs. 
«applmVwto and the services it is'attempting to |P«w^ jwj 
to oVdealt with if National Health Insurance is going to serve any of 
us-but particularly the poorest among us-well. 

Those lessons can be brieflj summarized. EPSDT ^^f.^ 
many instances for the first time In any extensive federal health care 

program: 

- the role of public health departments in a system that relies - 
largely on the private sector for the actual provision of care 
* -the Tvalue of preventive care, particularly for children 
-the critical importance of health-related support Berrfces 
-the role Of health education in fostering appropriate use of^ 

health care resources „ . 

-the shortage and maldistribution of private health care pro- 

-Ihetoportance and difficulties of establishing a reporting 
billing^system that can follow a patient from problem iden- . 
tification through treatment ' 

-the Stance that can develop when private P^ders are 
asU^e proof of the kind and quality of the services being 

-fheTnadequacies of «means4ested» medical care J* 
-the difficulties of tying medical care eligibility to welfare 

-wntt^r^ed if critical decisions about serv.ee* or 
reimbursement policies are left to the States for even part of the 
participating population. 

Whatever may be said about its ambiguous beginnings, the planning 
fllCs the eaos in service, and the unevenness of its implementa- 
(?on EPSDT^rmakSg critical observations about the existing 
he?^ -bout its ability to serve the 

poor, and is doing something about it. 
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